
This is Your
INSURANCE CERTIFICATE

Issued by
The Standard Life Insurance Company of New York

A Stock Life Insurance Company
360 Hamilton Avenue, Suite 210
White Plains, NY  10601-1871

(914) 989-4400

This Certificate of Coverage (“Certificate”) explains the benefits available to You under a Group Policy between
The Standard Life Insurance Company of New York (hereinafter referred to as “We”, “Us”, or “Our”) and the
Group listed in the Group Policy.  This Certificate is not a contract between You and Us.  Amendments, riders or
endorsements may be delivered with the Certificate or added thereafter.

This Certificate offers You the option to receive Covered Services on two benefit levels:

1. In-Network Benefits.  In-network benefits are the highest level of coverage available.
In-network benefits apply when Your care is provided by Participating Providers.  You should
always consider receiving eye care services first through the in-network benefits portion of this
Certificate.

 
2. Out-of-Network Benefits.  The out-of-network benefits portion of this Certificate provides

coverage when You receive Covered Services from Non-Participating Providers.  Your
out-of-pocket expenses will be higher when You receive out-of-network benefits.  In addition to
Cost-Sharing, You will also be responsible for paying any difference between the Allowed
Amount and the Non-Participating Provider’s charge.  Some Covered services, such as
Orthodontics are only Covered when received from Participating Providers and are not Covered
as out-of-network benefits.  See the Schedule of Benefits section of this Certificate for more
information.

ACCESS TO PARTICIPATING PROVIDERS.

If you are unable to schedule a visit with a Participating Provider within a reasonable period of time or driving
distance and are not otherwise in need of emergency services, please contact us at the toll-free number shown on
your ID card and we will attempt to locate a Participating Provider for you to visit. However, if we are unable to
locate a Provider for you or you are in need of emergency services and are unable to obtain such services from a
Participating Provider, we will review and pay the eligible claims submitted as if you had visited a Participating
Provider.

READ THIS ENTIRE CERTIFICATE CAREFULLY.   IT DESCRIBES THE BENEFITS AVAILABLE

UNDER THE GROUP POLICY.  IT IS YOUR RESPONSIBILITY TO UNDERSTAND THE TERMS

AND CONDITIONS IN THIS CERTIFICATE.

This Certificate is governed by the laws of New York State.

The insurance evidenced by this Certificate provides Eye Care insurance ONLY.

President
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SECTION I

Definitions

Defined terms will appear capitalized throughout the Certificate.

Acute:  The onset of disease or injury, or a change in the Member's condition that would require prompt medical
attention.

Allowed Amount:  The maximum amount on which Our payment is based for Covered Services.  See the Cost-Sharing
Expenses and Allowed Amount section of this Certificate for a description of how the Allowed Amount is calculated. If
your Non-Participating Provider charges more than the Allowed Amount, You will have to pay the difference between the
Allowed Amount and the Provider’s charge, in addition to any Cost-Sharing requirements.

Appeal:  A request for Us to review a Utilization Review decision or a Grievance again.

Balance Billing:  When a Non-Participating Provider bills You for the difference between the Non-Participating
Provider’s charge and the Allowed Amount.  A Participating Provider may not Balance Bill You for Covered Services.

Certificate:  This Certificate issued by The Standard Life Insurance Company of New York, including the Schedule of
Benefits and any attached riders.  The Certificate explains the benefits available to You under the Group Policy.

Child, Children:  The Subscriber’s Children, including any natural, adopted or step-children, unmarried disabled
Children, newborn Children, or any other Children as described in the Who is Covered section of this Certificate.

Coinsurance: Your share of the costs of a Covered Service, calculated as a percent of the Allowed Amount for the service
that You are required to pay to a Provider. The amount can vary by the type of Covered Service.

Copayment:  A fixed amount You pay directly to a Provider for a Covered Service when you receive the service.  The
amount can vary by the type of Covered Service.

Cost-Sharing:  Amounts You must pay for Covered Services, expressed as Copayments, Deductibles and/or Coinsurance.

Cover, Covered or Covered Services:  The services paid for, arranged or authorized for You by Us under the terms and
conditions of this Certificate.

Deductible: The amount You owe before We begin to pay for Covered Services.  The Deductible applies before any
Copayments or Coinsurance are applied.  The Deductible may not apply to all Covered Services.  You may also have a
Deductible that applies to a specific Covered Service that You owe before We begin to pay for a particular Covered
Service.

Dependents: The Subscriber’s Spouse and Children.

Exclusions:  Services that We do not pay for or Cover.

External Appeal Agent:  An entity that has been certified by the New York State Department of Financial Services to
perform external appeals in accordance with New York law.

Grievance: A complaint that You communicate to Us that does not involve a Utilization Review determination.

Group:  The employer or party that has entered into an agreement with Us as a policyholder.

Hospital:  A short term, acute, general Hospital, which:
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· Is primarily engaged in providing, by or under the continuous supervision of Physicians, to patients, diagnostic
services and therapeutic services for diagnosis, treatment and care of injured or sick persons;

· Has organized departments of medicine and major surgery;

· Has a requirement that every patient must be under the care of a Physician or dentist;

· Provides 24-hour nursing service by or under the supervision of a registered professional nurse (R.N.);

· If located in New York State, has in effect a Hospitalization review plan applicable to all patients which meets at
least the standards set forth in 42 U.S.C. Section 1395x(k);

· Is duly licensed by the agency responsible for licensing such Hospitals; and

· Is not, other than incidentally, a place of rest, a place primarily for the treatment of tuberculosis, a place for the
aged, a place for drug addicts, alcoholics, or a place for convalescent, custodial, educational, or rehabilitory care.

Hospital does not mean health resorts, spas, or infirmaries at schools or camps.

Hospitalization:  Care in a Hospital that requires admission as an inpatient and usually requires an overnight stay.

In-Network Coinsurance:  Your share of the costs of a Covered Service, calculated as a percent of the Allowed Amount
for the Covered Service that You are required to pay to a Participating Provider.  The amount can vary by the type of
Covered Service.

In-Network Deductible:  The amount You owe before We begin to pay for Covered Services received from Participating
Providers.  The In-Network Deductible applies before any Copayments or Coinsurance are applied.  The In-Network
Deductible may not apply to all Covered Services.  You may also have an In-Network Deductible that applies to a specific
Covered Service that You owe before We begin to pay for a particular Covered Service.

Maximum Amount: The maximum amount payable for each covered person per Plan Year. The Maximum Amount is
shown on the Schedule of Benefits.

Medically Necessary:  See the How Your Coverage Works section of this Certificate for the definition.

Medicare:  Title XVIII of the Social Security Act, as amended.

Member:  The Subscriber or a covered Dependent for whom required Premiums have been paid.  Whenever a Member is
required to provide a notice, “Member” also means the Member’s designee.

Non-Participating Provider:  A Provider who doesn’t have a contract with Us to provide services to You.  You will pay
more to see a Non-Participating Provider.

Out-of-Network Coinsurance:  Your share of the costs of a Covered Service calculated as a percent of the Allowed
Amount for the service that You are required to pay to a Non-Participating Provider.  The amount can vary by the type of
Covered Service.

Out-of-Network Deductible:  The amount You owe before We begin to pay for Covered Services received from
Non-Participating Providers.  The Out-of-Network Deductible applies before any Copayments or Coinsurance are applied.
The Out-of-Network Deductible may not apply to all Covered Services.  You may also have an Out-of-Network
Deductible that applies to a specific Covered Service that You owe before We begin to pay for a particular Covered
Service.

Participating Provider:  A Provider who has a contract with Us to provide services to You.  A list of Participating
Providers and their locations is available on Our website at www.standard.com/services/ppo_providers.html  or upon
Your request to Us.  The list will be revised from time to time by Us.

Physician or Physician Services:  Health care services a licensed medical Physician (M.D.-Medical Doctor or
D.O.-Doctor of Osteopathic Medicine) provides or coordinates.
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Plan Year:  A calendar year ending on December 31 of each year.

Policy:  The policy entered into between The Standard Life Insurance Company of New York and the Group and any
riders attached to the Policy.

Preauthorization: A decision by Us prior to Your receipt of a Covered Service, procedure, treatment plan, or device that
the Covered Service, procedure, treatment plan, or device is Medically Necessary. We indicate which Covered Services
require preauthorization in the Schedule of Benefits section of this certificate.

Premium: The amount that must be paid for Your insurance coverage.

Schedule of Benefits: The section of this Certificate that describes the Copayments, Deductibles, Coinsurance,
Out-of-Pocket Limits, and other limits on Covered Services.

Service Area: The geographical area, in which We provide coverage.  Our Service Area consists of all counties within
New York State.

Specialist: A dentist who focuses on a specific area of dentistry, including oral surgery, endodontia, periodontia,
orthodontia and pediatric dentistry, or a group of patients to diagnose, manage, prevent or treat certain types of symptoms
and conditions.

Spouse: The person to whom the Subscriber is legally married, including a same sex Spouse.

Us, We, Our: The Standard Life Insurance Company of New York and anyone to whom We legally delegate
performance, on Our behalf, under this Certificate.

Utilization Review: The review to determine whether services are or were Medically Necessary or experimental or
investigational (including treatment for a rare disease or a clinical trial).

You, Your: The Member.
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SECTION II
How Your Coverage Works

A.  Your Coverage under this Certificate.

Your employer (referred to as the “Group”) has purchased a Group eye care insurance Policy from Us.  We will
provide the benefits described in this Certificate to covered Members of the Group, that is, to employees of the
Group and/or their covered Dependents.  However, this Certificate is not a contract between You and Us.  You
should keep this Certificate with Your other important papers so that it is available for Your future reference.

B.  Covered Services.

You will receive Covered Services under the terms and conditions of this Certificate only when the Covered
Service is:

· Medically Necessary;

· Provided by a Participating Provider for in network coverage;

· Listed as a Covered Service;

· Not in excess of any benefit limitations described in the Schedule of Benefits section of this Certificate;
and

· Received while Your Certificate is in force.

C.  Participating Providers.

To find out if a Provider is a Participating Provider, and for details about licensure and training:

· Check Our Provider directory, available at Your request.

· Call 888-369-8641, the number on Your ID card; or.

· Visit our website at www.standard.com.
Participating and Non-Participating Providers are available nationwide.

D.  The Role of Primary Care Dentists.

This Certificate does not have a gatekeeper, usually known as a Primary Care Dentist (“PCD”).

E.  Access to Providers and Changing Providers. Sometimes Providers in Our Provider directory are not
available. When making appointments with Participating Providers, call the office to make sure he or she is in the
network.

To see a Provider, call his or her office and tell the Provider that You are a The Standard Life Insurance Company
of New York plan Member, and explain the reason for Your visit.  Have Your ID card available.  The Provider’s
office may ask You for Your Group or Member ID number.  When You go to the Provider’s office, bring Your ID
card with You.

F.  Out-of-Network Services.

We Cover the services of Non-Participating Providers .  However, some services are only Covered when you go
to a Participating Provider.  See the Schedule of Benefits section of this Certificate for the Non-Participating
Provider services that are Covered.  In any case where benefits are limited to a certain number of days or visits,
such limits apply in the aggregate to in-network and out-of-network services.

G.  Services Subject To Preauthorization.

Our Preauthorization is not required before You receive certain Covered Services.

H.  Pre-Determination/Pre-Treatment Estimates.

We allow You to request and obtain an estimate of coverage.  You or Your Provider may contact Us
and request a pre-determination of benefits, also known as a pre-treatment estimate. If We determine that an
alternative procedure or treatment is more appropriate than the requested service, You may appeal Our decision
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through an internal Appeal or external appeal.  See the Utilization Review and External Appeal sections of this
Certificate for Your right to an internal appeal and external appeal.

I.  Medical Management.

The benefits available to You under this Certificate may be subject to pre-service, concurrent, and retrospective
reviews to determine when services should be covered by Us.  The purpose of these reviews is to promote the
delivery of cost-effective medical care by reviewing the use of procedures and, where appropriate, the setting or
place the services are performed.  Covered Services must be Medically Necessary for benefits to be provided.

J.  Medical Necessity.

We Cover certain benefits described in this Certificate as long as the eye care service, procedure, treatment, test,
device, or supply (collectively, “service”) is Medically Necessary.  The fact that a Provider has furnished,
prescribed, ordered, recommended, or approved the service does not make it Medically Necessary or mean that
We have to Cover it.

We may base Our decision on a review of:

· Your medical records;

· Our medical policies and clinical guidelines;

· Medical opinions of a professional society, peer review committee or other groups of Providers;

· Reports in peer-reviewed medical literature;

· Reports and guidelines published by nationally-recognized health care organizations that include
supporting scientific data;

· Professional standards of safety and effectiveness, which are generally-recognized in the United States for
diagnosis, care, or treatment;

· The opinion of health care professionals in the generally-recognized health specialty involved;

· The opinion of the attending Providers, which have credence but do not overrule contrary opinions.

Services will be deemed Medically Necessary only if:

· They are clinically appropriate in terms of type, frequency, extent, site, and duration, and considered
effective for Your illness, injury, or disease;

· They are required for the direct care and treatment or management of that condition;

· Your condition would be adversely affected if the services were not provided;

· They are provided in accordance with generally-accepted standards of medical practice;

· They are not primarily for the convenience of You, Your family, or Your Provider;

· They are not more costly than an alternative service or sequence of services, that is at least as likely to
produce equivalent therapeutic or diagnostic results;

· When setting or place of service is part of the review, services that can be safely provided to You in a
lower cost setting will not be Medically Necessary if they are performed in a higher cost setting.

See the Utilization Review and External Appeal sections of this Certificate for Your right to an internal Appeal
and external appeal of Our determination that a service is not Medically Necessary.

K.  Important Telephone Numbers and Addresses.

· CLAIMS
P.O. Box 82520
Lincoln NE  68501-2520
Fax: 402-467-7336
(Submit claim forms to this address.)
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· COMPLAINTS, GRIEVANCES AND UTILIZATION REVIEW APPEALS
P.O. Box 82629
Lincoln NE  68501-2629
888-418-6811

· CUSTOMER SERVICE
888-369-8641
Customer Service Representatives are available Monday – Thursday 7am to Midnight and Friday 7am to
6:30pm Central Time.

· OUR WEBSITE
www.standard.com
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SECTION III

Access to Care and Transitional Care

A. When Your Provider Leaves the Network

If You are in an ongoing course of treatment when Your Provider leaves Our network, then You may be able to
continue to receive Covered Services for the ongoing treatment from the former Participating Provider for up to
90 days from the date Your Provider’s contractual obligation to provide services to You terminates.

In order for You to continue to receive Covered services for up to 90 days, the Provider must agree to accept as
payment the negotiated fee that was in effect just prior to the termination of our relationship with the Provider.
The Provider must also agree to provide Us necessary medical information related to Your care and adhere to our
policies and procedures, including those for assuring quality of care, obtaining Preauthorization, Referrals, and a
treatment plan approved by Us.  If the Provider agrees to these conditions, You will receive the Covered Services
as if they were being provided by a Participating Provider.  You will be responsible only for any applicable
in-network Cost-Sharing.  Please note that if the Provider was terminated by Us due to fraud, imminent harm to
patients or final disciplinary action by a state board or agency that impairs the Provider’s ability to practice,
continued treatment with that Provider is not available.

B. New Members In a Course of Treatment

If You are in an ongoing course of treatment with a Non-Participating Provider when Your coverage under this
Certificate becomes effective, You may be able to receive network level Covered Services for the ongoing
treatment from the Non-Participating Provider for up to 60 days from the effective date of Your coverage under
this Certificate.   This course of treatment must be for a life-threatening disease or condition or a degenerative and
disabling condition or disease.

In order for You to continue to receive Covered services for up to 60 days the Non-Participating Provider must
agree to accept as payment Our fees for such services. The provider must also agree to provide Us necessary
medical information related to Your care and adhere to our policies and procedures, including those for assuring
quality of care, obtaining Preauthorization, Referrals, and a treatment plan approved by Us. If the Provider agrees
to these conditions, You will receive the Covered Service as if they were being provided by a Participating
Provider.  You will be responsible only for any applicable in-network Cost-Sharing.
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SECTION IV

Cost-Sharing Expenses and Allowed Amount

A.   Deductible.

Except where stated otherwise, You must pay the amount in the Schedule of Benefits section of this Certificate
for Covered in-network and out-of-network Services during each Plan Year before We provide coverage.  If You
have other than individual coverage, the individual Deductible applies to each person covered under this
Certificate. Cost-Sharing amounts incurred with Participating Providers and Non-Participating Providers
accumulate to the Deductible.

You have a combined In-Network and Out-of-Network Deductible.  Cost-Sharing for out-of-network services
applies towards Your In-Network Deductible.  Cost-Sharing for in-network services applies toward Your
Out-of-Network Deductible. Any charges of a Non-Participating Provider that are in excess of the Allowed

Amount do not apply towards the Deductible.

B.   Copayments.

There are no Copayments for Covered Services under this Certificate.

C.   Coinsurance.

Except where stated otherwise, after You have satisfied the Deductible described above, You must pay a
percentage of the Allowed Amount for Covered Services.  We will pay the remaining percentage of the Allowed
Amount as Your in-network or out-of-network benefit as shown in the Schedule of Benefits section of this
Certificate.  You must also pay any charges of a Non-Participating Provider that are in excess of the

Allowed Amount.

D.   Out-of-Pocket Limit.

This Certificate does not have an Out-of-Pocket Limit.

E.   In and Out-of-Network Annual Maximum.

This Certificate has an in and out-of-network annual maximum for non-orthodontic benefits described in the
Schedule of Benefits section of this Certificate.  Once You have met the in and out-of-network annual maximum
for non-orthodontic Covered Services in the Schedule of Benefits section of this Certificate, no more benefits will
be payable for the remainder of that Plan Year. If you have other than individual coverage, the individual in and
out-of-network annual maximum applies to each person covered under this Certificate.  Once a person within a
family meets the individual in and out-of-network annual maximum, no more benefits will be payable for that
person.  If other than individual coverage applies, when persons in the same family covered under this Certificate
have collectively met the family in and out-of-network annual maximum in the Schedule of Benefits section of
this Certificate, no more benefits will be payable for the family for the remainder of that Plan Year.

F.   Your Additional Payments for Out-of-Network Benefits.

When You receive Covered Services from a Non-Participating Provider, in addition to the applicable
Copayments, Deductible and Coinsurance described in the Schedule of Benefits section of this Certificate, You
must also pay the amount, if any, by which the Non-Participating Provider’s actual charge exceeds Our Allowed
Amount.  This means that the total of Our coverage and any amounts You pay under Your applicable Copayment,
Deductible and Coinsurance may be less than the Non-Participating Provider’s actual charge.

When You receive Covered Services from a Non-Participating Provider, We will apply nationally-recognized
payment rules to the claim submitted for those services.  These rules evaluate the claim information and
determine the accuracy of the procedure codes and diagnosis codes for the services You received.  Sometimes,
applying these rules will change the way that We pay for the services.  This does not mean that the services were
not Medically Necessary.  It only means that the claim should have been submitted differently.  For example,
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Your Provider may have billed using several procedure codes when there is a single code that includes all of the
separate procedures.  We will make one inclusive payment in that case, rather than a separate payment for each
billed code.

G.   Allowed Amount.

“Allowed Amount” means the maximum amount We will pay for the services or supplies covered under this
Certificate, before any applicable Copayment, Deductible and Coinsurance amounts are subtracted.  We
determine Our Allowed Amount as follows:

The Allowed Amount for Non-Participating Providers will be determined as follows:

1. For Providers, the allowed amount will be the lesser of:

The Provider's Charge

The Non-Participating Provider’s actual charge may exceed Our Allowed Amount.  You must pay the

difference between Our Allowed Amount and the Non-Participating Provider’s charge.  Contact Us at

888-396-8641, the number on Your ID card, or visit Our website at www.standard.com for information on

Your financial responsibility when You receive services from a Non-Participating Provider.
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SECTION V
Who Is Covered

A.  Who is Covered Under this Certificate.

You, the Subscriber to whom this Certificate is issued, are covered under this Certificate.  Members of Your
family may also be covered depending upon the type of coverage You selected.

B.  Types of Coverage.

We offer the following types of coverage:

1. Individual.  If You selected individual coverage, then You are covered.
2. Individual and Spouse.  If You selected individual and Spouse coverage, then You and Your

Spouse are covered (Including same sex Spouse, as allowed by state law).
3. Individual and Child/Children.  If You selected individual and child/children coverage, then

You and Your Child or Children, as described below, are covered.
4. Family.  If You selected family coverage, then You and Your Spouse and Your Child or

Children, as described below, are covered.

C.  Children Covered Under this Certificate.

If You selected individual and child/children or family coverage, Children covered under this Certificate include
Your natural Children, legally adopted Children, step Children, and Children for whom You are the proposed
adoptive parent without regard to financial dependence, residency with You, student status or employment.  A
proposed adopted Child is eligible for coverage on the same basis as a natural Child during any waiting period
prior to the finalization of the Child’s adoption.  Coverage lasts until the end of the month in which the Child
turns 19 years of age.  Any unmarried Child who is a student at an accredited institution of learning is considered
a Child until age 23 and coverage will last until the end of the month in which the Child turns 23 years of age.
Coverage also includes Children for whom You are a legal guardian if the Children are chiefly dependent upon
You for support and You have been appointed the legal guardian by a court order.

Any unmarried dependent Child, regardless of age, who is incapable of self-sustaining employment by reason of
mental illness, developmental disability, mental retardation (as defined in the New York Mental Hygiene Law), or
physical handicap and who became so incapable prior to attainment of the age at which the Child’s coverage
would otherwise terminate and who is chiefly dependent upon You for support and maintenance, will remain
covered while Your insurance remains in force and Your Child remains in such condition.  You have 31 days
from the date of Your Child's attainment of the termination age to submit an application to request that the Child
be included in Your coverage and proof of the Child’s incapacity.  We have the right to check whether a Child is
and continues to qualify under this section.

Coverage shall continue for a Child who is a full-time student when the Child takes a medical leave of absence
from school due to illness for a period of 12 months from the last day of attendance in school.  However, coverage
of the Child is not provided beyond the age at which coverage would otherwise terminate.  To qualify for such
coverage, We may require that the leave be certified as Medically Necessary by the Child’s Physician who is
licensed to practice in the state of New York.

We have the right to request and be furnished with such proof as may be needed to determine eligibility status of a
prospective or covered Subscriber and all other prospective or covered Members in relation to eligibility for
coverage under this Certificate at any time.

D.  When Coverage Begins.

Coverage under this Certificate will begin as of the Effective Date shown on the cover page of the Policy.
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If You, the Subscriber, marry while covered, and We receive notice of such marriage within 30 days thereafter,
coverage for Your Spouse starts on the first day of the month following such marriage.  If We do not receive
notice within 30 days of the marriage, You must wait until the next renewal to add Your Spouse.

If You, the Subscriber, have a newborn or adopted newborn Child and We receive notice of such birth within 30
days thereafter, coverage for Your newborn starts at the moment of birth; otherwise, coverage begins on the date
on which We receive notice.  Your adopted newborn Child will be covered from the moment of birth if You take
physical custody of the infant as soon as the infant is released from the Hospital after birth and You file a petition
pursuant to Section 115-c of the New York Domestic Relations Law within 30 days of the infant’s birth; and
provided further that no notice of revocation to the adoption has been filed pursuant to Section 115-b of the New
York Domestic Relations Law, and consent to the adoption has not been revoked.  If You have individual or
individual and Spouse coverage, You must also notify Us of Your desire to switch to individual and child/children
or family coverage and pay any additional Premium within 30 days of the birth or adoption in order for coverage
to start at the moment of birth.  Otherwise, coverage begins on the date on which We receive notice, provided that
You pay any additional Premium when due.

E.  Special Enrollment Periods.

You, Your Spouse or Child can also enroll for coverage within 30 days of the loss of coverage in another group
eye care plan if coverage was terminated because You, Your Spouse or Child are no longer eligible for coverage
under the other group eye care plan due to:

1. Termination of employment;
2. Termination of the other group eye care plan;
3. Death of the Spouse;
4. Legal separation, divorce or annulment;
5. Reduction of hours of employment;
6. Employer contributions towards the group eye care plan were terminated; or
7. A Child no longer qualifies for coverage as a Child under the other group eye care plan.

We must receive notice and Premium payment within 30 days of the loss of coverage.  The effective date of Your
coverage will depend on when We receive Your application.  If Your application is received between the first and
fifteenth day of the month, Your coverage will begin on the first day of the following month.  If Your application
is received between the sixteenth day and the last day of the month, Your coverage will begin on the first day of
the second month.

In addition, You, Your Spouse or Child, can also enroll for coverage within 60 days of the occurrence of one of
the following events:

1. You or Your Spouse or  Child loses eligibility for Medicaid or a state child eye care plan; or
2. You or Your Spouse or Child becomes eligible for Medicaid or a state child eye care plan.

We must receive notice and Premium payment within 60 days of one of these events.  The effective date of Your
coverage will depend on when We receive Your application.  If Your application is received between the first and
fifteenth day of the month, Your coverage will begin on the first day of the following month.  If Your application
is received between the sixteenth day and the last day of the month, Your coverage will begin on the first day of
the second month.
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SECTION VI

Exclusions and Limitations

No coverage is available under this Certificate for the following:

A.  Aviation.

We do not Cover services arising out of aviation, other than as a fare-paying passenger on a scheduled or charter
flight operated by a scheduled airline.

B.  Convalescent and Custodial Care.

We do not Cover services related to rest cures, custodial care or transportation.  “Custodial care” means help in
transferring, eating, dressing, bathing, toileting and other such related activities.  Custodial care does not include
Covered Services determined to be Medically Necessary.

C.  Cosmetic Services.

We do not Cover cosmetic services or surgery unless otherwise specified, except that cosmetic surgery shall not
include reconstructive surgery when such service is incidental to or follows surgery resulting from trauma,
infection or diseases of the involved part, and reconstructive surgery because of congenital disease or anomaly of
a covered Child which has resulted in a functional defect.  Cosmetic surgery does not include surgery determined
to be Medically Necessary.  If a claim for a procedure listed in 11 NYCRR 56 (e.g., certain plastic surgery and
dermatology procedures) is submitted retrospectively and without medical information, any denial will not be
subject to the Utilization Review process in the Utilization Review and External Appeals sections of this
Certificate unless medical information is submitted.

D.  Experimental or Investigational Treatment.

We do not Cover any health care service, procedure, treatment, or device that is experimental or investigational.
However, We will Cover experimental or investigational treatments, including treatment for Your rare disease or
patient costs for Your participation in a clinical trial, when Our denial of services is overturned by an External
Appeal Agent certified by the State.  However, for clinical trials, We will not Cover the costs of any
investigational drugs or devices, non-health services required for You to receive the treatment, the costs of
managing the research, or costs that would not be Covered under the Certificate for non-investigational
treatments.  See the Utilization Review and External Appeal sections of this Certificate for a further explanation
of Your Appeal rights.

E.  Felony Participation.

We do not Cover any illness, treatment or medical condition due to Your participation in a felony, riot or
insurrection.

F.  Foot Care.

We do not Cover foot care, in connection with corns, calluses, flat feet, fallen arches, weak feet, chronic foot
strain or symptomatic complaints of the feet.

G.  Government Facility.

We do not Cover care or treatment provided in a Hospital that is owned or operated by any federal, state or other
governmental entity, except as otherwise required by law.

H.  Medical Services.

We do not Cover medical services or dental services that are medical in nature, including any Hospital charges or
prescription drug charges.
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I.  Medically Necessary.

In general, We will not Cover any eye care service, procedure, treatment, test or device that We determine is not
Medically Necessary.  If an External Appeal Agent certified by the State overturns Our denial, however, We will
Cover the service, procedure, treatment, test or device for which coverage has been denied, to the extent that such
service, procedure, treatment, test or device, is otherwise Covered under the terms of this Certificate.

J.  Medicare or Other Governmental Program.

We do not Cover services if benefits are provided for such services under the federal Medicare program or other
governmental program (except Medicaid).

K.  Military Service.

We do not Cover an illness, treatment or medical condition due to service in the Armed Forces or auxiliary units.

L.  No-Fault Automobile Insurance.

We do not Cover any benefits to the extent provided for any loss or portion thereof for which mandatory
automobile no-fault benefits are recovered or recoverable.  This exclusion applies even if You do not make a
proper or timely claim for the benefits available to You under a mandatory no-fault policy.

M.  Pre-Existing Conditions.

For a period of 12 months from the enrollment date, We do not Cover any conditions for which medical advice
was given, treatment was recommended by or received from a physician within six (6) months before the
effective date of Your coverage.  The 12-month exclusionary period may be shortened by crediting the time You
were covered under creditable coverage.  We will credit the time You were covered under another eye care plan,
if You were enrolled in the prior coverage within 63 days before enrolling in this Certificate.  We will not treat
genetic information as a pre-existing condition in the absence of a diagnosis of the condition related to such
information.

N.  Services Not Listed.

We do not Cover services that are not listed in this Certificate as being Covered.

O.  Services Provided by a Family Member.

We do not Cover services performed by a member of the covered person’s immediate family.  “Immediate
family” shall mean a child, spouse, mother, father, sister, or brother of You or Your Spouse.

P.  Services Separately Billed by Hospital Employees.

We do not Cover services rendered and separately billed by employees of Hospitals, laboratories or other
institutions.

Q.  Services with No Charge.

We do not Cover services for which no charge is normally made.

R.  War.

We do not Cover an illness, treatment or medical condition due to war, declared or undeclared.

S.  Workers’ Compensation.

We do not Cover services if benefits for such services are provided under any state or federal Workers’
Compensation, employers’ liability or occupational disease law.
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SECTION VII

Claim Determinations

A.  Claims.

A claim is a request that benefits or services be provided or paid according to the terms of this Certificate.  When
You receive services from a Participating Provider, You will not need to submit a claim form.  However, if You
receive services from a Non-Participating Provider either You or the Provider must file a claim form with Us.  If
the Non-Participating Provider is not willing to file the claim form, You will need to file it with Us.  See the
Coordination of Benefits section of this Certificate for information on how We coordinate benefit payments when
You also have group health coverage with another plan.

B.  Notice of Claim.

Claims for services must include all information designated by Us as necessary to process the claim, including,
but not limited to: Member identification number; name; date of birth; date of service; type of service; the charge
for each service; procedure code for the service as applicable; diagnosis code; name and address of the Provider
making the charge; and supporting medical records, when necessary.  A claim that fails to contain all necessary
information will not be accepted and must be resubmitted with all necessary information.  Claim forms are
available from Us by calling 888-396-8641; the number on your ID card or visiting Our website at
www.standard.com.

Completed claim forms should be sent to the address in the How Your Coverage Works section of this Certificate
or to the address on Your ID card.  You may also submit a claim to Us electronically by using the instructions in
the How Your Coverage Works section of this Certificate or the instructions on Your ID card or by visiting Our
website www.standard.com.

C.  Timeframe for Filing Claims.

Claims for services must be submitted to Us for payment within 120 days after You receive the services for which
payment is being requested.  If it is not reasonably possible to submit a claim within the 120 days, You must
submit it as soon as reasonably possible.

D.  Claims for Prohibited Referrals.

We are not required to pay any claim, bill or other demand or request by a Provider for clinical laboratory
services, pharmacy services, radiation therapy services, physical therapy services or x-ray or imaging services
furnished pursuant to a referral prohibited by Section 238-a(1) of the New York Public Health Law.

E.  Claim Determinations.

Our claim determination procedure applies to all claims that do not relate to a medical necessity or experimental
or investigational determination.  For example, Our Claim determination procedure applies to contractual benefit
denials.  If You disagree with Our claim determination, You may submit a Grievance pursuant to the Grievance
Procedures section of this Certificate.

For a description of the Utilization Review procedures and Appeal process for medical necessity or experimental
or investigational determinations, see the Utilization Review and External Appeal sections of this Certificate.

F.  Pre-service Claim Determinations.

1.  A pre-service claim is a request that a service or treatment be approved before it has been received.  If We
have all the information necessary to make a determination regarding a pre-service claim (e.g., a covered benefit
determination), We will make a determination and provide notice to You (or Your designee) within 15 days from
receipt of the claim.
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If We need additional information, We will request it within 15 days from receipt of the claim.  You will have 45
calendar days to submit the information.  If We receive the information within 45 days, We will make a
determination and provide notice to You (or Your designee) in writing, within 15 days of Our receipt of the
information.  If all necessary information is not received within 45 days, We will make a determination within 15
calendar days of the end of the 45-day period.

2.  Urgent Pre-service Reviews.  With respect to urgent pre-service requests, if We have all information
necessary to make a determination, We will make a determination and provide notice to You (or Your designee)
by telephone, within 72 hours of receipt of the request.  Written notice will follow within three (3) calendar days
of the decision.  If We need additional information, We will request it within 24 hours.  You will then have 48
hours to submit the information.  We will make a determination and provide notice to You (or Your designee) by
telephone within 48 hours of the earlier of Our receipt of the information or the end of the 48-hour period.
Written notice will follow within three (3) calendar days of the decision.

G.  Post-service Claim Determinations.

A post-service claim is a request for a benefit for a service or treatment that You have already received.  If We
have all information necessary to make a determination regarding a post-service claim, We will make a
determination and notify You (or Your designee) within 30 calendar days of the receipt of the claim.  If We need
additional information, We will request it within 30 calendar days.  You will then have 45 calendar days to
provide the information.  We will make a determination and provide notice to You (or Your designee) in writing
within 15 calendar days of the earlier of Our receipt of the information or the end of the 45-day period.
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SECTION VIII
New York

Grievance Procedures

A.  Grievances.

Our Grievance procedure applies to any issue not relating to a medical necessity or experimental or
investigational determination by Us.  For example, it applies to contractual benefit denials or issues or concerns
You have regarding Our administrative policies or access to Providers.

B.  Filing a Grievance.

You can contact Us by phone at 888-418-6811 or the number on Your ID card, in person, or in writing to file a
Grievance.  You may submit an oral Grievance in connection with a denial of benefits for urgent care.  We may
require that You sign a written acknowledgement of Your oral Grievance, prepared by Us.  You or Your designee
has up to 180 calendar days from when You received the decision You are asking Us to review to file the
Grievance.

We keep all requests and discussions confidential and We will take no discriminatory action because of Your
issue.  We have a process for both standard and expedited Grievances, depending on the nature of Your inquiry.

C.  Grievance Determination.

Qualified personnel will review Your Grievance, or if it is a clinical matter, a licensed, certified or registered
health care professional will look into it.  We will decide the Grievance and notify You in writing within the
following timeframes:

Expedited/Urgent Grievances: By phone, within the earlier of 48 hours of receipt of all
necessary information or 72 hours of receipt of Your
Grievance.  Written notice will be provided within 72
hours of receipt of Your Grievance.

Pre-Service Grievances: In writing, within 15 calendar days of receipt of
(A request for a service or a treatment that has not yet
been provided.)

Your Grievance.

Post-Service Grievances: In writing, within 30 calendar days of receipt of
(A claim for a service or a Your Grievance.
treatment that has already been provided.)

All other Grievances 45 calendar days of receipt of all necessary information
(That are not in relation to a claim or request but no more than 60 calendar days of receipt of Your
for a service or treatment.) Grievance.

D.  Grievance Appeals.

If You are not satisfied with the resolution of Your Grievance, You or Your designee may file an Appeal by
phone at 888-418-6811 or the number on Your ID card, in person, or in writing.  You have up to 60 business days
from receipt of the Grievance information to file an Appeal.

When We receive Your Appeal, We will mail an acknowledgment letter within 15 business days.  The
acknowledgment letter will include the name, address, and telephone number of the person handling Your Appeal
and indicate what additional information, if any, must be provided.

One or more qualified personnel at a higher level than the personnel that rendered the Grievance determination
will review it, or if it is a clinical matter, a clinical peer reviewer will look into it.  We will decide the Appeal and
notify You in writing within the following timeframes:
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Expedited/Urgent Grievances: The earlier of two (2) business days of receipt of all
necessary information or 72 hours of receipt of Your
Appeal.

Pre-Service Grievances: 15 calendar days of receipt of Your Appeal.
(A request for a service or a treatment that has not yet
been provided.)

Post-Service Grievances: 30 calendar days of receipt of Your Appeal.
(A claim for a service or a
treatment that has already been provided.)

All other Grievances 30 calendar days of receipt of Your Appeal.
(That are not in relation to a claim or request
for a service or treatment.)

E.  Assistance.

If You remain dissatisfied with Our Appeal determination, or at any other time You are dissatisfied, You may:

Call the New York State Department of Financial Services at

1-800-342-3736 or write them at:

New York State Department of Financial Services
Consumer Assistance Unit
One Commerce Plaza
Albany, NY 12257
www.dfs.ny.gov

If You need assistance filing a Grievance or Appeal, You may also contact the state independent Consumer
Assistance Program at:
Community Health Advocates
633 Third Avenue, 10th Floor
New York, NY 10017
Or call toll free: 1-888-614-5400; or e-mail cha@cssny.org

www.communityhealthadvocates.org
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SECTION IX

Utilization Review

A.  Utilization Review.

We review health services to determine whether the services are or were Medically Necessary or experimental or
investigational ("Medically Necessary").  This process is called Utilization Review.  Utilization Review includes
all review activities, whether they take place prior to the service being performed (Preauthorization); when the
service is being performed (concurrent); or after the service is performed (retrospective).  If You have any
questions about the Utilization Review process, please call 888-418-6811 or the number on your ID card. The
toll-free number is available at least 40 hours a week with an after hours answering machine.

All determinations that services are not Medically Necessary will be made by: 1) licensed Physicians; or 2)
licensed, certified, registered or credentialed health care professionals who are in the same profession and same or
similar specialty as the Provider who typically manages Your medical condition or disease or provides the health
care service under review.  We do not compensate or provide financial incentives to Our employees or reviewers
for determining that services are not Medically Necessary.  We have developed guidelines and protocols to assist
Us in this process.  Specific guidelines and protocols are available for Your review upon request.  For more
information, call 888-418-6811 or visit Our website at www.standard.com.

B.  Preauthorization Reviews

We do not require Preauthorization Reviews under this Certificate.  If we do in the future:
1. Non-Urgent Preauthorization Reviews. If We have all the information necessary to make a

determination regarding a Preauthorization review, We will make a determination and provide notice to
You (or Your designee) and Your Provider, by telephone and in writing, within three (3) business days of
receipt of the request.

If We need additional information, We will request it within three (3) business days.  You or Your
Provider will then have 45 calendar days to submit the information.  If We receive the requested
information within 45 days, We will make a determination and provide notice to You (or Your designee)
and Your Provider, by telephone and in writing, within three (3) business days of Our receipt of the
information.  If all necessary information is not received within 45 days, We will make a determination
within 15 calendar days of the end of the 45 day period.

2. Urgent Preauthorization Reviews.  With respect to urgent Preauthorization requests, if We have all
information necessary to make a determination, We will make a determination and provide notice to You
(or Your designee) and Your Provider, by telephone, within 72 hours of receipt of the request.  Written
notice will be provided within three (3) business days of receipt of the request.  If We need additional
information, We will request it within 24 hours.  You or Your Provider will then have 48 hours to submit
the information.  We will make a determination and provide notice to You (or Your designee) and Your
Provider by telephone and in writing within 48 hours of the earlier of Our receipt of the information or the
end of the 48-hour period.

C.  Concurrent Reviews.

1. Non-Urgent Concurrent Reviews. Utilization Review decisions for services during the course of care
(concurrent reviews) will be made, and notice provided to You (or Your designee), by telephone and in
writing, within one (1) business day of receipt of all necessary information.  If We need additional
information, We will request it within one (1) business day.  You or Your Provider will then have 45
calendar days to submit the information.  We will make a determination and provide notice to You (or
Your designee), by telephone and in writing, within one (1) business day of Our receipt of the information
or, if We do not receive the information, within 15 calendar days of the end of the 45-day period.
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2. Urgent Concurrent Reviews.  For concurrent reviews that involve an extension of urgent care, if the
request for coverage is made at least 24 hours prior to the expiration of a previously approved treatment,
We will make a determination and provide notice to You (or Your designee) by telephone within 24 hours
of receipt of the request.  Written notice will be provided within one (1) business day of receipt of the
request.

If the request for coverage is not made at least 24 hours prior to the expiration of a previously approved
treatment and We have all the information necessary to make a determination, We will make a
determination and provide written notice to You (or Your designee) within the earlier of 72 hours or of
one (1) business day of receipt of the request.  If We need additional information, We will request it
within 24 hours.  You or Your Provider will then have 48 hours to submit the information.  We will make
a determination and provide written notice to You (or Your designee) within the earlier of one (1)
business day or 48 hours of Our receipt of the information or, if We do not receive the information, within
48 hours of the end of the 48-hour period.

D.  Retrospective Reviews.

If We have all information necessary to make a determination regarding a retrospective claim, We will make a
determination and notify You within 30 calendar days of the receipt of the request.  If We need additional
information, We will request it within 30 calendar days.  You or Your Provider will then have 45 calendar days to
provide the information.  We will make a determination and provide notice to You in writing within 15 calendar
days of the earlier of Our receipt of the information or the end of the 45-day period.

Once We have all the information to make a decision, Our failure to make a Utilization Review determination
within the applicable time frames set forth above will be deemed an adverse determination subject to an internal
Appeal.

E.  Retrospective Review of Preauthorized Services.

We may only reverse a preauthorized treatment, service or procedure on retrospective review when:
• The relevant medical information presented to Us upon retrospective review is materially different from

the information presented during the Preauthorization review;
• The relevant medical information presented to Us upon retrospective review existed at the time of the

Preauthorization but was withheld or not made available to Us;
• We were not aware of the existence of such information at the time of the Preauthorization  review; and
• Had We been aware of such information, the treatment, service or procedure being requested would not

have been authorized.  The determination is made using the same specific standards, criteria or procedures
as used during the Preauthorization review.

F.  Reconsideration.

If We did not attempt to consult with Your Provider who recommended the Covered Service before making an
adverse determination, the Provider may request reconsideration by the same clinical peer reviewer who made the
adverse determination or a designated clinical peer reviewer if the original clinical peer reviewer is unavailable.
For Preauthorization benefit estimates the reconsideration will take place within one (1) business day of the
request for reconsideration.  If the adverse determination is upheld, a notice of adverse determination will be
given to You and Your Provider, by telephone and in writing.

G.  Utilization Review Internal Appeals.

You, Your designee, and, in retrospective review cases, Your Provider, may request an internal Appeal of an
adverse determination, either by phone, in person, or in writing.

You have up to 180 calendar days after You receive notice of the adverse determination to file an Appeal.  We
will acknowledge Your request for an internal Appeal within 15 calendar days of receipt.  This acknowledgment
will include the name, address, and phone number of the person handling Your Appeal and, if necessary, inform
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You of any additional information needed before a decision can be made.  If only a portion of the additional
information is received, We will request the missing information, in writing, within five business days of receipt
of the partial information. The Appeal will be decided by a clinical peer reviewer who is not subordinate to the
clinical peer reviewer who made the initial adverse determination and who is (1) a Physician or (2) a health care
professional in the same or similar specialty as the Provider who typically manages the disease or condition at
issue.

H.  Standard Appeal.

Preauthorization Appeal.  If Your Appeal relates to a Preauthorization request, We will decide the Appeal
within 30 calendar days of receipt of the Appeal request.  Written notice of the determination will be provided to
You (or Your designee), and where appropriate, Your Provider, within two (2) business days after the
determination is made, but no later than 30 calendar days after receipt of the Appeal request.

Retrospective Appeal.  If Your Appeal relates to a retrospective claim, We will decide the Appeal within 60
calendar days of receipt of the Appeal request.  Written notice of the determination will be provided to You (or
Your designee), and where appropriate, Your Provider, within two (2) business days after the determination is
made, but no later than 60 calendar days after receipt of the Appeal request.

Expedited Appeal.  An Appeal of a review of continued or extended health care services, additional services
rendered in the course of continued treatment, home health care services following discharge from an inpatient
Hospital admission, services in which a Provider requests an immediate review, or any other urgent matter will be
handled on an expedited basis.  An expedited Appeal is not available for retrospective reviews.  For an expedited
Appeal, Your Provider will have reasonable access to the clinical peer reviewer assigned to the Appeal within one
(1) business day of receipt of the request for an Appeal.  Your Provider and a clinical peer reviewer may exchange
information by telephone or fax.  An expedited Appeal will be determined within the earlier of 72 hours of receipt
of the Appeal or two (2) business days of receipt of the information necessary to conduct the Appeal.

If You are not satisfied with the resolution of Your expedited Appeal, You may file a standard internal appeal or
an external appeal.

Our failure to render a determination of Your Appeal within 60 calendar days of receipt of the necessary
information for a standard Appeal or within two (2) business days of receipt of the necessary information for an
expedited Appeal will be deemed a reversal of the initial adverse determination.

I.  Appeal Assistance.

If You need Assistance filing an Appeal, You may contact the state independent Consumer Assistance Program
at:
Community Health Advocates
633 Third Avenue, 10th Floor
New York, NY 10017
Or call toll free: 1-888-614-5400, or email cha@cssny.org

www.communityhealthadvocates.org
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SECTION X

External Appeal

A.  Your Right to an External Appeal.

In some cases, You have a right to an external appeal of a denial of coverage.  If We have denied coverage on the
basis that a service is not Medically Necessary (including appropriateness, health care setting, level of care or
effectiveness of a Covered benefit); or is an experimental or investigational treatment (including clinical trials and
treatments for rare diseases), You or Your representative may appeal that decision to an External Appeal Agent,
an independent third party certified by the State to conduct these appeals.

In order for You to be eligible for an external appeal You must meet the following two (2) requirements:
• The service, procedure, or treatment must otherwise be a Covered Service under this Policy; and
• In general, You must have received a final adverse determination through Our internal Appeal process.

But, You can file an external appeal even though You have not received a final adverse determination
through Our internal Appeal process if:
o We agree in writing to waive the internal Appeal.  We are not required to agree to Your request to

waive the internal Appeal; or
o You file an external appeal at the same time as You apply for an expedited internal Appeal; or
o We fail to adhere to Utilization Review claim processing requirements (other than a minor

violation that is not likely to cause prejudice or harm to You, and We demonstrate that the
violation was for good cause or due to matters beyond Our control and the violation occurred
during an ongoing, good faith exchange of information between You and Us).

B.  Your Right to Appeal A Determination that A Service Is Not Medically Necessary.

If We have denied coverage on the basis that the service is not Medically Necessary, You may appeal to an
External Appeal Agent if You meet the requirements for an external appeal in paragraph “A” above.

C.  Your Right to Appeal A Determination that A Service is Experimental or Investigational.

If We have denied coverage on the basis that the service is an experimental or investigational treatment (including
clinical trials and treatments for rare diseases), You must satisfy the two (2) requirements for an external appeal in
paragraph “A” above and Your attending Physician must certify that Your condition or disease is one for which:

1. Standard health services are ineffective or medically inappropriate; or
2. There does not exist a more beneficial standard service or procedure covered by Us; or
3. There exists a clinical trial or rare disease treatment (as defined by law).

In addition, Your attending Physician must have recommended one (1) of the following:
1. A service, procedure or treatment that two (2) documents from available medical and scientific evidence

indicate is likely to be more beneficial to You than any standard Covered Service (only certain documents
will be considered in support of this recommendation. Your attending Physician should contact the State
for current information as to what documents will be considered or acceptable); or

2. A clinical trial for which You are eligible (only certain clinical trials can be considered); or
3. A rare disease treatment for which Your attending Physician certifies that there is no standard treatment

that is likely to be more clinically beneficial to You than the requested service, the requested service is
likely to benefit You in the treatment of Your rare disease, and such benefit outweighs the risk of the
service.  In addition, Your attending Physician must certify that Your condition is a rare disease that is
currently or was previously subject to a research study by the National Institutes of Health Rare Disease
Clinical Research Network or that it affects fewer than 200,000 U.S. residents per year.

For purposes of this section, Your attending Physician must be a licensed, board-certified or board eligible
Physician qualified to practice in the area appropriate to treat Your condition or disease.  In addition, for a rare
disease treatment, the attending Physician may not be Your treating Physician.
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D.  The External Appeal Process.

You have four (4) months from receipt of a final adverse determination or from receipt of a waiver of the internal
Appeal process to file a written request for an external appeal.  If You are filing an external appeal based on Our
failure to adhere to claim processing requirements, You have four (4) months from such failure to file a written
request for an external appeal.

We will provide an external appeal application with the final adverse determination issued through  Our internal
Appeal process or Our written waiver of an internal Appeal.  You may also request an external appeal application
from the New York State Department of Financial Services at 1-800-400-8882.  Submit the completed application
to the Department of Financial Services at the address indicated on the application.  If You meet the criteria for an
external appeal, the State will forward the request to a certified External Appeal Agent.

You can submit additional documentation with Your external appeal request.  If the External Appeal Agent
determines that the information You submit represents a material change from the information on which We
based Our denial, the External Appeal Agent will share this information with Us in order for Us to exercise Our
right to reconsider Our decision.  If We choose to exercise this right, We will have three (3) business days to
amend or confirm Our decision.  Please note that in the case of an expedited external appeal (described below),
We do not have a right to reconsider Our decision.

In general, the External Appeal Agent must make a decision within 30 days of receipt of Your completed
application.  The External Appeal Agent may request additional information from You, Your Physician, or Us.  If
the External Appeal Agent requests additional information, it will have five (5) additional business days to make
its decision.  The External Appeal Agent must notify You in writing of its decision within two (2) business days.

If Your attending Physician certifies that a delay in providing the service that has been denied poses an imminent
or serious threat to Your health; or if Your attending Physician certifies that the standard external appeal time
frame would seriously jeopardize Your life, health or ability to regain maximum function; or if You received
emergency services and have not been discharged from a facility and the denial concerns an admission,
availability of care, or continued stay, You may request an expedited external appeal.  In that case, the External
Appeal Agent must make a decision within 72 hours of receipt of Your completed application.  Immediately after
reaching a decision, the External Appeal Agent must notify You and Us by telephone or facsimile of that
decision.  The External Appeal Agent must also notify You in writing of its decision.

If the External Appeal Agent overturns Our decision that a service is not Medically Necessary or approves
coverage of an experimental or investigational treatment, We will provide coverage subject to the other terms and
conditions of this Policy.  Please note that if the External Appeal Agent approves coverage of an experimental or
investigational treatment that is part of a clinical trial, We will only Cover the cost of services required to provide
treatment to You according to the design of the trial.  We will not be responsible for the costs of investigational
drugs or devices, the costs of non-health care services, the costs of managing the research, or costs that would not
be Covered under this Policy for non-investigational treatments provided in the clinical trial.

The External Appeal Agent’s decision is binding on both You and Us.  The External Appeal Agent’s decision is
admissible in any court proceeding.

 We may charge You a fee of $25 for each external appeal, not to exceed $75 in a single Plan Year.  The external
appeal application will explain how to submit the fee.  We will waive the fee if We determine that paying the fee
would be a hardship to You.  If the External Appeal Agent overturns the denial of coverage, the fee will be
refunded to You.
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E.  Your Responsibilities.

It is Your responsibility to start the external appeal process.  You may start the external appeal process by
filing a completed application with the New York State Department of Financial Services.  You may appoint a
representative to assist You with Your application; however, the Department of Financial Services may contact
You and request that You confirm in writing that You have appointed the representative.

Under New York State law, Your completed request for external appeal must be filed within four (4)

months of either the date upon which You receive a final adverse determination, or the date upon which

You receive a written waiver of any internal Appeal, or Our failure to adhere to claim processing

requirements.   We have no authority to extend this deadline.
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SECTION XI

Coordination of Benefits

This section applies when You also have group eye care coverage with another plan.  When You receive a
Covered Service, We will coordinate benefit payments with any payment made by another plan.  The primary
plan will pay its full benefits and the other plan may pay secondary benefits, if necessary, to cover some or all of
the remaining expenses.  This coordination prevents duplicate payments and overpayments.

A.  Definitions.

1. “Allowable expense” is the necessary, reasonable, and customary item of expense for eye care, when the
item is covered at least in part under any of the plans involved, except where a statute requires a different
definition.  When a plan provides benefits in the form of services, the reasonable cash value of each
service will be considered as both an allowable expense and a benefit paid.

2. “Plan” is other group eye care coverage with which We will coordinate benefits.  The term “plan”
includes:

• Group eye carebenefits and blanket or group remittance eye care benefits coverage, whether
insured, self-insured, or self-funded.  This includes group HMO and other prepaid group
coverage, but does not include blanket school accident coverage or coverages issued to a
substantially similar group (e.g., Girl Scouts, Boy Scouts) where the school or organization pays
the premiums.

• Eye care benefits coverage, in group and individual automobile “no-fault” and traditional liability
“fault” type contracts.

• Eye care benefits coverage of a governmental plan offered, required, or provided by law, except
Medicaid or any other plan whose benefits are by law excess to any private benefits coverage.

3. “Primary plan” is one whose benefits must be determined without taking the existence of any other plan
into consideration.  A plan is primary if either:  1) the plan has no order of benefits rules or its rules differ
from those required by regulation; or 2) all plans which cover the person use the order of benefits rules
required by regulation and under those rules the plan determines its benefits first.  More than one plan
may be a primary plan (for example, two plans which have no order of benefit determination rules).

4. “Secondary plan” is one which is not a primary plan.  If a person is covered by more than one secondary
plan, the order of benefit determination rules decide the order in which their benefits are determined in
relation to each other.

B.  Rules to Determine Order of Payment.

The first of the rules listed below in paragraphs 1-6 that applies will determine which plan will be primary:
1. If the other plan does not have a provision similar to this one, then the other plan will be primary.

2. If the person receiving benefits is the Subscriber and is only covered as a Dependent under the other plan,
this Certificate will be primary.

3. If a child is covered under the plans of both parents and the parents are not separated or divorced, the plan
of the parent whose birthday falls earlier in the year shall be primary.  If both parents have the same
birthday, the plan which covered the parent longer will be primary.  To determine whose birthday falls
earlier in the year, only the month and day are considered.  However, if the other plan does not have this
birthday rule, but instead has a rule based on the sex of the parent and as a result the plans do not agree on
which is primary, then the rule in the other plan will determine which plan is primary.
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4. If a child is covered by both parents’ plans, the parents are separated or divorced, and there is no court
decree between the parents that establishes financial responsibility for the child’s eye care expenses:

• The plan of the parent who has custody will be primary;
• If the parent with custody has remarried, and the child is also covered as a child under the

step-parent’s plan, the plan of the parent with custody will pay first, the step-parent's plan will pay
second, and the plan of the parent without custody will pay third; and

• If a court decree between the parents says which parent is responsible for the child’s eye care
expenses, then that parent’s plan will be primary if that plan has actual knowledge of the decree.

5. If the person receiving services is covered under one plan as an active employee or member (i.e., not
laid-off or retired), or as the spouse or child of such an active employee, and is also covered under another
plan as a laid-off or retired employee or as the spouse or child of such a laid-off or retired employee, the
plan that covers such person as an active employee or spouse or child of an active employee will be
primary.  If the other plan does not have this rule, and as a result the plans do not agree on which will be
primary, this rule will be ignored.

6. If none of the above rules determine which plan is primary, the plan that covered the person receiving
services longer will be primary.

C.  Effects of Coordination.

When this plan is secondary, its benefits will be reduced so that the total benefits paid by the primary plan and
this plan during a claim determination period will not exceed Our maximum available benefit for each Covered
Service.  Also, the amount We pay will not be more than the amount We would pay if We were primary.  As each
claim is submitted, We will determine Our obligation to pay for allowable expenses based upon all claims that
have been submitted up to that point in time during the claim determination period.

D.  Right to Receive and Release Necessary Information.

We may release or receive information that We need to coordinate benefits.  We do not need to tell anyone or
receive consent to do this.  We are not responsible to anyone for releasing or obtaining this information.  You
must give Us any needed information for coordination purposes, in the time frame requested.

E.  Our Right to Recover Overpayment.

If We made a payment as a primary plan, You agree to pay Us any amount by which We should have reduced Our
payment.  Also, We may recover any overpayment from the primary plan or the Provider receiving payment and
You agree to sign all documents necessary to help Us recover any overpayment.

F.  Coordination with “Always Excess,” “Always Secondary,” or “Non-Complying” Plans.

We will coordinate benefits with plans, whether insured or self-insured, that provide benefits that are stated to be
always excess or always secondary or use order of benefit determination rules that are inconsistent with the rules
described above in the following manner:

1. If this Certificate is primary, as defined in this section, We will pay benefits first.

2. If this Certificate is secondary, as defined in this section, We will pay only the amount We would pay as
the secondary insurer.

3. If We request information from a non-complying plan and do not receive it within 30 days, We will
calculate the amount We should pay on the assumption that the non-complying plan and this Certificate
provide identical benefits.  When the information is received, We will make any necessary adjustments.
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SECTION XII

Termination of Coverage

Coverage under this Certificate will automatically be terminated on the first of the following to apply:

1. The Group, and/or Subscriber, has failed to pay Premiums within 30 days of when Premiums are due.
Coverage will terminate as of the last day for which Premiums were paid.

2. The date on which the Subscriber ceases to meet the eligibility requirements as defined by the Group.

3. Upon the Subscriber's death, coverage will terminate unless the Subscriber has coverage for Dependents.
If the Subscriber has coverage for Dependents, then coverage will terminate as of the last day of the
month for which the Premium has been paid.

4. For Spouses in cases of divorce, the date of the divorce.

5. For Children, until the end of the month in which the Child turns 19 years of age.  For a Child who is a
student at an accredited institution of learning, until the end of the month in which the Child turns 23
years of age.

6. For all other Dependents, the date in which the Dependent ceases to be eligible.

7. The end of the month during which the Group or Subscriber provides written notice to Us; requesting
termination of coverage, or on such later date requested for such termination by the notice.

8. If the Subscriber has performed an act that constitutes fraud or made an intentional misrepresentation of
material fact in writing on his/her enrollment application, or in order to obtain coverage for a service,
coverage will terminate immediately upon written notice of termination delivered by Us; to the
Subscriber.  However, if the Subscriber makes an intentional misrepresentation of material fact in writing
on his or her enrollment application We will rescind coverage if the facts misrepresented would have led
Us to refuse to issue the coverage.  Rescission means that the termination of Your coverage will have a
retroactive effect of up to one year; Your enrollment under the Certificate.

9. The date that the Subscriber's Policy is terminated.  If We terminate and/or decide to stop offering a
particular class of group policies, without regard to claims experience or health related status, to which
this Certificate belongs, We will provide the Group and Subscribers at least 30 days prior written notice.

10. The Group has performed an act or practice that constitutes fraud or made an intentional
misrepresentation of material fact under the terms of the coverage.

11. The Group has failed to comply with a material plan provision relating to group participation rules.  We
will provide written notice to the Group and Subscriber at least 30 days prior to when the coverage will
cease.

12. The Group ceases to meet the statutory requirements to be defined as a group for the purposes of
obtaining coverage. We will provide written notice to the Group and Subscriber at least 30 days prior to
when the coverage will cease.

No termination shall prejudice the right to a claim for benefits which arose prior to such termination.
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See the Continuation of Coverage section of this Certificate for Your right to continuation of this coverage under
COBRA or USERRA.
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SECTION XIII

Extension of Benefits

Upon termination of insurance, whether due to termination of eligibility, or termination of the Certificate, an
extension of benefits shall be provided for a period of no less than 30 days for completion of a eye care procedure
that was started before Your coverage ended.
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SECTION XIV
Continuation of Coverage

Under the continuation of coverage provisions of the federal Consolidated Omnibus Budget Reconciliation Act of
1985 ("COBRA"), most employer-sponsored group health plans must offer employees and their families the
opportunity for a temporary continuation of health insurance coverage when their coverage would otherwise end.
Call or write Your employer to find out if You are entitled to temporary continuation of coverage under COBRA.
Any period of continuation of coverage will terminate automatically at the end of the period of continuation
provided under COBRA.

Qualifying Events.

Pursuant to federal COBRA, You, the Subscriber, Your Spouse and Your Children may be able to temporarily
continue coverage under this Certificate in certain situations when You would otherwise lose coverage, known as
qualifying events.

1. If Your coverage ends due to voluntary or involuntary termination of employment or a change in Your
employee class (e.g. a reduction in the number of hours of employment) You may continue coverage.
Coverage may be continued for You, Your Spouse and any of Your covered Children.

2. If You are a covered Spouse, You may continue coverage if Your coverage ends due to:
• Voluntary or involuntary termination of the Subscriber’s employment;
• Reduction in the hours worked by the Subscriber or other change in the Subscriber’s class;
• Divorce or legal separation from the Subscriber;
• Death of the Subscriber; or
• The covered employee becoming entitled to Medicare.

3. If You are a covered Child, You may continue coverage if Your coverage ends due to:
• Voluntary or involuntary termination of the Subscriber’s employment;
• Reduction in the hours worked by the Subscriber or other change in the Subscriber’s class;
• Loss of covered Child status under the plan rules;
• Death of the Subscriber; or
• The covered employee becoming entitled to Medicare.

If You want to continue coverage You must request continuation from the Group in writing and make the first
Premium payment within the 60-day period following the later of:

1. The date coverage would otherwise terminate; or
2. The date You are sent notice by first class mail of the right of continuation by the Group.

The Group may charge up to 102% of the Group Premium for continued coverage.

Continued coverage under this section will terminate at the earliest of the following:
1. The date 18 months after the Subscriber’s coverage would have terminated because of termination of

employment; provided that the Subscriber or their dependents may continue for a total of 29 months if the
Member is determined to be disabled under the United States Social Security Act.

2. If You are a covered Spouse or Child the date 36 months after coverage would have terminated due to the
death of the Subscriber, divorce or legal separation,  the Subscriber’s eligibility for Medicare, or the
failure to qualify under the definition of “Children”;

3. The date You become covered by an insured or uninsured arrangement that provides group hospital,
surgical or medical coverage;

4. The date You become entitled to Medicare;
5. The date to which Premiums are paid if You fail to make a timely payment; or
6. The date the Group Policy terminates.  However, if the Group Policy is replaced with similar coverage,

You have the right to become covered under the new Group Policy for the balance of the period
remaining for Your continued coverage.

9021 NY Rev. 03-15 Continuation NY Rev. 03-15
39



Continuation Rights During Active Duty

Under the Uniformed Services Employment and Reemployment Rights Act (“USERRA”), most
employer-sponsored group health plans must offer employees and their families the opportunity for a temporary
continuation of health insurance coverage when their coverage would otherwise end due to service in the
uniformed services or upon becoming eligible for medical and dental care under federal health insurance by
reason of their service.  Call or write Your Group to find out if You are entitled to temporary continuation of
coverage under USERRA.

The Group may charge up to 102% of the Group Premium for continued coverage.  This does not apply if You or
Your dependents serve less than 31 days.

Continued coverage under this section will terminate at the earliest of the following:
1. The 24-month period beginning on the date on which the absence begins; or
2. The day after the date on which You or Your Dependent fail to apply for or return to a position of

employment.

An exclusion or waiting period may not be imposed in connection with the reinstatement of coverage upon
reemployment unless an exclusion or waiting period would have been imposed under the health plan had
coverage not been terminated.

1. This shall not apply to the coverage of any illness or injury determined by the Secretary of Veterans
Affairs to have been incurred in, or aggravated during, performance of service in the uniformed services.

2. If You or Your Dependent’s coverage under a health plan is terminated by reason of the person having
become eligible for federal health insurance for former members of the uniformed services and their
dependents, but subsequently do not commence a period of active duty under the order to active duty that
established such eligibility because the order is canceled before such active duty commences, any
exclusion or waiting period in connection with the reinstatement of coverage shall apply to the continued
employment in the same manner as if You or Your Dependents had become reemployed upon such
termination of eligibility.
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SECTION XV
General Provisions

1.   Agreements between Us and Participating Providers.

Any agreement between Us and Participating Providers may only be terminated by Us or the Providers.  This
Certificate does not require any Provider to accept a Member as a patient.  We do not guarantee a Member’s
admission to any Participating Provider or any eye care benefits program.

2.   Assignment.

You cannot assign any benefits or monies due under this Certificate to any person, corporation, or other
organization.  Any assignment by You will be void.  Assignment means the transfer to another person or to an
organization of Your right to the services provided under this Certificate or Your right to collect money from Us
for those services.  However, You may request Us to make payment for services directly to Your Provider instead
of You.

3.   Changes in This Certificate.

We may unilaterally change this Certificate upon renewal, if We give the Group 30 days’ prior written notice.

4.   Choice of Law.

This Certificate shall be governed by the laws of the State of New York.

5.   Clerical Error.

Clerical error, whether by the Group or Us, with respect to this Certificate, or any other documentation issued by
Us in connection with this Certificate, or in keeping any record pertaining to the coverage hereunder, will not
modify or invalidate coverage otherwise validly in force or continue coverage otherwise validly terminated.

6.   Conformity with Law.

Any term of this Certificate which is in conflict with New York State law or with any applicable federal law that
imposes additional requirements from what is required under New York State law will be amended to conform
with the minimum requirements of such law.

7.   Continuation of Benefit Limitations.

Some of the benefits in this Certificate may be limited to a specific number of visits, a benefit maximum, and/or
subject to a Deductible.  You will not be entitled to any additional benefits if Your coverage status should change
during the year.  For example, if Your coverage status changes from covered family member to Subscriber, all
benefits previously utilized when You were a covered family member will be applied toward Your new status as a
Subscriber.

8.   Enrollment ERISA.

The Group will develop and maintain complete and accurate payroll records, as well as any other records of the
names, addresses, ages, and social security numbers of all Group Members covered under this Certificate, and any
other information required to confirm their eligibility for coverage.

The Group will provide Us with this information upon request.  The Group may also have additional
responsibilities as the “plan administrator” as defined by the Employee Retirement Income Security Act of 1974
(“ERISA”), as amended.  The “plan administrator” is the Group, or a third party appointed by the Group.  (We are
not the ERISA plan administrator.  )

The Group will provide Us with the enrollment form or information including Your name, address, age, and
social security number and advise Us in writing when You are to be added to or subtracted from Our list of
covered persons, on a monthly basis, on or before the same date of the month as the effective date of the Group's
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Policy with Us.  If the Group fails to so advise Us, the Group will be responsible for the cost of any claims paid
by Us as a result of such failure.  In no event will retroactive additions to or deletions from coverage be made for
periods in excess of thirty (30) days.

9.   Entire Agreement.

This Certificate, including any endorsements, riders and the attached applications, if any, constitutes the entire
Certificate.

10.   Fraud and Abusive Billing.

We have processes to review claims before and after payment to detect fraud and abusive billing. Members
seeking services from Non-Participating Providers could be balance billed by the Non-Participating Provider for
those services that are determined to be not payable as a result of a reasonable belief of fraud or other intentional
misconduct or abusive billing.

11.   Furnishing Information and Audit.

The Group and all persons covered under this Certificate will promptly furnish Us with all information and
records that We may require from time to time to perform Our obligations under this Certificate.  You must
provide Us with certain information over the telephone for reasons such as the following: to determine the level of
care You need; so that We may certify care authorized by Your Provider, or make decisions regarding the
Medical Necessity of Your care.  The Group will, upon reasonable notice, make available to Us, and We may
audit and make copies of, any and all records relating to Group enrollment at the Group's New York office.

12.   Identification Cards.

Identification (“ID”) cards are issued by Us for identification purposes only.  Possession of any ID card confers
no right to services or benefits under this Certificate.  To be entitled to such services or benefits, Your Premiums
must be paid in full at the time that the services are sought to be received.
 
13.   Incontestability.

No statement made by You will be the basis for avoiding or reducing coverage unless it is in writing and signed
by You.  All statements contained in any such written instrument shall be deemed representations and not
warranties.

14.   Independent Contractors.

The Insured may choose any Provider who is licensed by the law of the state in which treatment is provided
within the scope of their license.  We will in no way disturb the provider patient relationship.  Participating
Providers are independent contractors.  They are not Our agents or employees.  We and Our employees are not the
agent or employee of any Participating Provider.  We are not liable for any claim or demand on account of
damages arising out of, or in any manner connected with, any injuries alleged to be suffered by You, Your
covered Spouse or Children while receiving care from any Participating Provider or in any Participating
Provider's facility.

15.   Material Accessibility.

We will give the Group, and the Group will give You; ID cards, Certificates riders and other necessary materials.

16.   More Information about Your Eye Care Plan.

You can request additional information about Your coverage under this Certificate. Upon Your request, We will
provide the following information.

· A list of the names, business addresses and official positions of Our board of directors, officers
and members; and Our most recent annual certified financial statement which includes a balance
sheet and a summary of the receipts and disbursements.

· The information that We provide the State regarding Our consumer complaints.

· A copy of Our procedures for maintaining confidentiality of Member information.
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· A written description of Our quality assurance program.

· A copy of Our medical policy regarding an experimental or investigational drug, medical device
or treatment in clinical trials.

· A copy of Our clinical review criteria, and where appropriate, other clinical information We may
consider regarding a specific disease, course of treatment or Utilization Review guidelines.

· Written application procedures and minimum qualification requirements for Providers.

17.   Notice.

Any notice that We give You under this Certificate will be mailed to Your address as it appears in Our records or
to the address of the Group.  You agree to provide your Group and Us with notice of any change of Your address.
If You have to give Us any notice, it should be sent by U.S. Mail, first class, postage prepaid to:
The Standard Life Insurance Company of New York
P.O. Box 82520
Lincoln NE  68501-2520

18.   Premium Refund.

We will give any refund of Premiums, if due, to the Group.

19.   Recovery of Overpayments.

On occasion a payment will be made to You when You are not Covered, for a service that is not covered, or
which is more than is proper.  When this happens We will explain the problem to You and You must return the
amount of the overpayment to Us within 60 days after receiving notification from Us.  However, We shall not
initiate overpayment recovery efforts more than 24 months after the original payment was made unless We have a
reasonable belief of fraud or other intentional misconduct.

20.   Renewal Date.

The renewal date for the Certificate is the anniversary of the effective date of the Group Policy of each year.  This
Certificate will automatically renew each year on the renewal date unless otherwise terminated by Us, as
permitted by this Certificate, or by the Group upon 30 days’ prior written notice to Us.

21.   Right to Develop Guidelines and Administrative Rules.

We may develop or adopt standards that describe in more detail when We will or will not make payments under
this Certificate.  Those standards will not be contrary to the descriptions in this Certificate.  If You have a
question about the standards that apply to a particular benefit, You may contact Us and We will explain the
standards or send You a copy of the standards.  We may also develop administrative rules pertaining to
enrollment and other administrative matters.  We shall have all the powers necessary or appropriate to enable Us
to carry out Our duties in connection with the administration of this Certificate.

22.   Right to Offset.

If We make a claim payment to You or on Your behalf in error or You owe Us any money, You must repay the
amount You owe Us.  Except as otherwise required by law, if We owe You a payment for other claims received,
We have the right to subtract any amount You owe Us from any payment We owe You.

23.   Section 125 Plans.

This Certificate is provided as part of Your Group’s Section 125 plan.  Each Member has the option under the
Section 125 plan of participating or not participating in this Certificate.  If a Member does not elect to participate
when initially eligible, the Member may elect to participate during a subsequent election period.  An election
period will be held each year and those electing to participate in this Certificate at that time will have their
insurance become effective on June 1.
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24.   Severability.

The unenforceability or invalidity of any provision of this Certificate shall not affect the validity and
enforceability of the remainder of this Certificate.
 

25.   Significant Change in Circumstances.

If We are unable to arrange for Covered Services as provided under this Certificate as the result of events outside
of Our control, We will make a good faith effort to make alternative arrangements.  These events would include a
major disaster, epidemic, the complete or partial destruction of facilities, riot, civil insurrection, disability of a
significant part of Participating Providers' personnel or similar causes.  We will make reasonable attempts to
arrange for Covered Services.  We and Our Participating Providers will not be liable for delay, or failure to
provide or arrange for Covered Services if such failure or delay is caused by such an event.

26.   Third Party Beneficiaries.

No third party beneficiaries are intended to be created by this Certificate and nothing in the Certificate shall
confer upon any person or entity other than You or Us any right, benefit, or remedy of any nature whatsoever
under or by reason of this Certificate.  No other party can enforce this Certificate’s provisions or seek any remedy
arising out of either Our or Your performance or failure to perform any portion of this Certificate, or to bring an
action or pursuit for the breach of any terms of this Certificate.

27.   Time to Sue.

No action at law or in equity may be maintained against Us prior to the expiration of 60 days after written
submission of a claim has been furnished to Us as required in this Certificate.  You must start any lawsuit against
Us under this Certificate within 2 years from the date the claim was required to be filed.

28.   Translation Services.

Translation services are available under this Certificate for non-English speaking Members.  Please contact Us at
800-659-5556, the number on Your ID card, to access these services.

29.   Waiver.

The waiver by any party of any breach of any provision of this Certificate will not be construed as a waiver of any
subsequent breach of the same or any other provision.  The failure to exercise any right hereunder will not operate
as a waiver of such right.

30.   Who May Change this Certificate.

This Certificate may not be modified, amended, or changed, except in writing and signed by Our President or a
person designated by the President.  No employee, agent, or other person is authorized to interpret, amend,
modify, or otherwise change this Certificate in a manner that expands or limits the scope of coverage, or the
conditions of eligibility, enrollment, or participation, unless in writing and signed by the President or person
designated by the President.

31.   Who Receives Payment under this Certificate.

Payments under this Certificate for services provided by a Participating Provider will be made directly by Us to
the Provider.  If You receive services from a Non-Participating Provider, We reserve the right to pay either You,
the Subscriber or the Provider unless an assignment has been made.

32.   Workers’ Compensation Not Affected.

The coverage provided under this Certificate is not in lieu of and does not affect any requirements for coverage by
workers’ compensation insurance or law.

33.   Your Records and Reports.

In order to provide Your coverage under this Certificate, it may be necessary for Us to obtain Your records and
information from Providers who treated You.  Our actions to provide that coverage include processing Your
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claims, reviewing Grievances, Appeals, or complaints involving Your care, and quality assurance reviews of Your
care, whether based on a specific complaint or a routine audit of randomly selected cases.  By accepting coverage
under this Certificate, You automatically give Us or Our designee permission to obtain and use Your records for
those purposes and You authorize each and every Provider who renders services to You to:

· Disclose all facts pertaining to Your care, treatment, and physical condition to Us or to a professional that
We may engage to assist Us in reviewing a treatment or claim, or in connection with a  complaint or
quality of care review;

· Render reports pertaining to Your care, treatment, and physical condition  to Us, or to a professional that
We may engage to assist Us in reviewing a treatment or claim; and

· Permit copying of Your records by Us.

We agree to maintain Your information in accordance with state and federal confidentiality requirements.
However, You automatically give Us permission to share Your information with the New York State Department
of Health, quality oversight organizations, and third parties with which We contract to assist Us in administering
this Certificate, so long as they also agree to maintain the information in accordance with state and federal
confidentiality requirements.
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SECTION XVI
SCHEDULE OF BENEFITS

The Insurance for each Insured and each Insured Dependent will be based on the Insured's class shown in this
Schedule of Benefits.

Benefit Class Class Description

Class 1 All Eligible Employees

EYE CARE EXPENSE BENEFITS

When you select a Participating Provider, a discounted fee schedule is used which is intended to provide you, the
Insured, reduced out of pocket costs.

Deductible Amount:

     When a Participating Provider is used:
Exams - Each Benefit Period $0
Contact Lens Fitting and Evaluation - Each Benefit Period $60
Frames, Lenses, and Medically Necessary Contacts - Each Benefit Period $20

     When a Non-Participating Provider is used:
Exams - Each Benefit Period $0
Frames, Lenses, and Medically Necessary Contacts - Each Benefit Period $20

 
Please refer to the EYE CARE EXPENSE BENEFITS page for details regarding frequency, limitations, and

exclusions.
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EYE CARE EXPENSE BENEFITS

If an Insured has Covered Expenses under this section, we pay benefits as described.  The Insured can choose any
provider at any time.

COVERED EXPENSES

Covered Expenses include the lesser of:
a. the charge for the covered procedure furnished; or
b. the Maximum Covered Expense for such services or supplies shown in the Schedule of Eye Care

Services.

Covered Expenses are the eye care expenses incurred by an Insured for services or supplies. We pay up to the
Maximum Covered Expense shown in the Schedule of Eye Care Services.

DEDUCTIBLE AMOUNT

The Deductible Amount is on the Schedule of Benefits.  It is an amount of Covered Expenses for which no
benefits are payable.  It applies separately to each Insured.  Benefits are paid only for those Covered Expenses
that are over the Deductible Amount.

PARTICIPATING PROVIDERS

A Participating Provider is a provider who has agreed to participate in the VSP network and agrees to provide
services and supplies to the Insured at a discounted fee.  For questions related to providers or benefit payments,
VSP's Customer Care Division is available at (800) 877-7195.

NON-PARTICIPATING PROVIDERS

A Non-Participating Provider is any other provider.  Non-Participating providers may be referred to as Affiliate or
Open Access Providers.  Non-Participating Providers are not subject to our Quality Management Programs.  Your
out-of-pocket expenses may be greater when you visit a Non-Participating Provider.  However, more cost savings
or convenience may be available through VSP arrangements with Affiliate Providers. You may contact VSP’s
Customer Care Division for details at (800) 877-7195.

EYE CARE SUPPLIES

Eye care supplies are all services listed on the Schedule of Eye Care Services.  They exclude services related to
Eye Care Exams.

REQUEST FOR SERVICES

When requesting services, the Insured must advise the Participating Provider's office that he or she has coverage
under this network plan.  If the Insured receives services from a Participating Provider without this notification,
the benefits may be limited to those for a Non-Participating Provider.

ASSIGNMENT OF BENEFITS

We pay benefits to the Participating Provider for services and supplies performed or furnished by them.  When a
Non-Participating Provider performs services, we pay benefits to the Insured unless arranged differently through
an Affiliate or Open Access provider, or otherwise required by state regulation.

EXTENSION OF BENEFITS

If your policy terminates, we will pay claims for eye care services and supplies that you received or ordered prior
to your policy’s termination.  You will have six months following the date of service to submit your claim.

EXPENSES INCURRED

An expense is incurred at the time a service is rendered or a supply item furnished.

PROOF OF LOSS

Written proof of loss must be given to us within 180 days after completion of the service for a claim to be
covered.  Failure to provide the proof within the required time does not invalidate or reduce any claim if it was
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not reasonably possible to give proof within the required time.  In that case, the proof must be provided as soon as
reasonably possible.

LIMITATIONS

This plan has the following limitation:

Some brands of spectacle frames may be unavailable at all locations for purchase as Covered Expenses, or may be
subject to additional out-of-pocket expenses.  Insureds may obtain details regarding frame brand availability from
their treating provider or by calling VSP's Customer Care Division at (800) 877-7195.

EXCLUSIONS

This plan does not cover:

· Plano lenses (lenses with refractive correction of less than plus or minus .50 diopter) except as
specifically allowed in the frames benefit section below,

· Two pairs of glasses in lieu of Bifocals,

· Replacement of Spectacle Lenses, Frames, and/or contact lenses furnished under this plan that are lost or
damaged, except at the normal intervals when services are otherwise available,

· Orthoptics or vision training and any associated supplemental testing,

· Medical or surgical treatment of the eyes,

· Local, state and/or federal taxes, except where law requires us to pay,

· Membership fees for any retail center in which an Affiliate or Open Access provider office may be
located.  Covered persons may be required to purchase a membership in such entities as a condition of
accessing Plan Benefits.

The following limitations included only when Contact Lenses are included.

· Contact lens modification, polishing or cleaning unless medically necessary,

· Services or materials that are cosmetic, including Plano contact lenses to change eye color and artistically
painted Contact Lenses,

· The refitting of Contact Lenses after the initial 90-day fitting period unless medically necessary,

· Contact Lens insurance policies or service contracts,

· Additional office visits associated with contact lens pathology.
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SCHEDULE OF EYE CARE SERVICES

The following is a complete list of eye care services for which benefits payable under this section, You must first
pay a Deductible for certain services as indicated on the Schedule of Benefits in the - Eye Care Expense Benefits
section.

PLAN MAXIMUM COVERED EXPENSE

SERVICE WHEN COVERED         Participating Provider              Non-Participating

          Provider*

Vision Examination(s)

    Eye Exam Once every 12 months        Covered in Full       Up to $ 45.00
    Contact Lens Fitting Once every 12 months        Covered in Full       See Elective Contact
    & Evaluation       Lenses benefit below

Complete Pair of Spectacles

Lenses (per pair, only one pair of lens type below allowed per covered period)
    Single Vision Once every 12 months        Covered in Full       Up to $ 30.00
    Lined Bifocal Once every 12 months        Covered in Full       Up to $ 50.00
    Lined Trifocal Once every 12 months        Covered in Full       Up to $ 65.00
    Lenticular Once every 12 months        Covered in Full       Up to $100.00

Frames

    Single Frame   Once every 24 months        Up to $150.00       Up to $ 75.00

Contact Lenses (in lieu of Complete Pair of Spectacles)
    Elective Once every 12 months        Up to $150.00       Up to $120.00
    Medically Necessary** Once every 12 months        Covered in Full       Up to $210.00

Low Vision (for severe visual problems not correctable with regular lenses, as determined by the treating provider)
Insureds can receive professional services for treatment of severe visual problems that are not correctable with
regular lenses.  The treating provider determines if an Insured’s condition meets the criteria for coverage of this
benefit.  Insureds may contact VSP’s Customer Care Division for details at (800-877-7195) for additional
information.

*Insureds may receive additional savings and some services may be covered in full by choosing to visit an Affiliate
Non-Participating Provider.

**The benefit for Medically Necessary contact lenses is in lieu of the Elective contact lenses benefit listed.  The
treating provider determines if an Insured meets the coverage criteria for this benefit.
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ERISA INFORMATION AND NOTICE OF YOUR RIGHTS

A. Eligibility and Benefits Provided Under the Group Policy

Please refer to the Conditions for Insurance within the Group Policy and Certificate of
Coverage for a detailed description of the eligibility for participation under the plan as well as the
benefits provided. If this plan includes a participating provider (PPO) option, provider lists are
furnished without charge, as a separate document.

B. Qualified Medical Child Support Order ("QMCSO")

QMCSO Determinations.  A Plan participant or beneficiary can obtain, without charge, a copy of
the Plan's procedures governing Qualified Medical Child Support Order determinations from the
Plan Administrator.

C. Termination Of The Group Policy

The Group Policy which provides benefits for this plan may be terminated by the Policyholder at
any time with prior written notice to The Standard Life Insurance Company of New York It will
terminate automatically if the Policyholder fails to pay the required premium. The Standard Life
Insurance Company of New York may terminate the Group Policy on any Premium Due Date if
the number of persons insured is less than the required minimum, or if The Standard Life
Insurance Company of New York believes the Policyholder has failed to perform its obligations
relating to the Group Policy.

After the first policy year, The Standard Life Insurance Company of New York may also
terminate the Group Policy on any Premium Due Date for any reason by providing a 60-day
advance written notice to the Policyholder.

The Group Policy may be changed in whole or in part. No change or amendment will be valid
unless it is approved in writing by a The Standard Life Insurance Company of New York
executive officer.

D. Claims For Benefits

Claims procedures are furnished automatically, without charge, as a separate document.

E. Continuation of Coverage Provisions (COBRA)

COBRA (Consolidated Omnibus Budget Reconciliation Act of 1985) gives Qualified
Beneficiaries the right to elect COBRA continuation after insurance ends because of a Qualifying
Event.  The law generally covers group health plans maintained by employers with 20 or more
employees in the prior year.  The law does not, however, apply to plans sponsored by the Federal
government and certain church-related organizations.

i. Definitions For This Section

Qualified Beneficiary means an Insured Person who is covered by the plan on the day
before a qualifying event. Any child born to or placed for adoption with a covered
employee during the period of COBRA coverage is considered a qualified beneficiary.

A Qualifying Event occurs when:

1. The Member dies (hereinafter referred to as Qualifying Event 1);

2. The Member's employment terminates for reasons other than gross misconduct as
determined by the Employer (hereinafter referred to as Qualifying Event 2);

3. The Member's work hours fall below the minimum number required to be a Member
(hereinafter referred to as Qualifying Event 3);
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4. The Member becomes divorced or legally separated from a Spouse (hereinafter
referred to as Qualifying Event 4);

5. The Member becomes entitled to receive Medicare benefits under Title XVII of the
Social Security Act (hereinafter referred to as Qualifying Event 5);

6. The Child of a Member ceases to be a Dependent (hereinafter referred to as
Qualifying Event 6);

7. The Employer files a petition for reorganization under Title 11 of the U.S.
Bankruptcy Code, provided the Member is retired from the Employer and is insured
on the date the petition is filed (hereinafter referred to as Qualifying Event 7).

ii. Electing COBRA Continuation

A. Each Qualified Beneficiary has the right to elect to continue coverage that was in
effect on the day before the Qualifying Event. The Qualified Beneficiary must
apply in writing within 60 days of the later of:

1. The date on which Insurance would otherwise end; and

2. The date on which the Employer or Plan Administrator gave the Qualified
Beneficiary notice of the right to COBRA continuation.

B. A Qualified Beneficiary who does not elect COBRA Continuation coverage
during their original election period may be entitled to a second election period if
the following requirements are satisfied:

1. The Member’s Insurance ended because of a trade related termination of
their employment, which resulted in being certified eligible for trade
adjustment assistance;

2. The Member is certified eligible for trade adjustment assistance (as
determined by the appropriate governmental agency) within 6 months of the
date Insurance ended due to the trade related termination of their
employment; and

3. The Qualified Beneficiary must apply in writing within 60 days after the first
day of the month in which they are certified eligible for trade adjustment
assistance.

iii. Notice Requirements

1. When the Member becomes insured, the Plan Administrator must inform the
Member and Spouse in writing of the right to COBRA continuation.

2. The Qualified Beneficiary must notify the Plan Administrator in writing of
Qualifying Event 4 or 6 above within 60 days of the later of:

a. The date of the Qualifying Event; or

b. The date the Qualified Beneficiary loses coverage due to the Qualifying
Event.
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3. A Qualified Beneficiary, who is entitled to COBRA continuation due to the
occurrence of  Qualifying Event 2 or 3 and who is disabled at any time during the
first 60 days of continuation coverage as determined by the Social Security
Administration pursuant to Title II or XVI of the Social Security Act, must notify
the Plan Administrator of the disability in writing within 60 days of the later of:

a. The date of the disability determination;

b. The date of the Qualifying Event; or

c. The date on which the Qualified Beneficiary loses coverage due to the
Qualifying Event.

4. Each Qualified Beneficiary who has become entitled to COBRA continuation
with a maximum duration of 18 or 29 months must notify the Plan Administrator
of the occurrence of a second Qualifying Event within 60 days of the later of:

a. The date of the Qualifying Event; or

b. The date the Qualified Beneficiary loses coverage due to the Qualifying
Event.

5. The Employer must give the Plan Administrator written notice within 30 days of
the occurrence of Qualifying Event 1, 2, 3, 5, or 7.

6. Within 14 days of receipt of the Employer's notice, the Plan Administrator must
notify each Qualified Beneficiary in writing of the right to elect COBRA
continuation.

In order to protect your rights, Members and Qualified Beneficiaries should inform the Plan Administrator in
writing of any change of address.

iv. COBRA Continuation Period

1. 18-month COBRA Continuation

Each Qualified Beneficiary may continue Insurance for up to 18 months after the
date of Qualifying Event 2 or 3.

2. 29-month COBRA Continuation

Each Qualified Beneficiary, who is entitled to COBRA continuation due to the
occurrence of  Qualifying Event 2 or 3 and who is disabled at any time during the
first 60 days of continuation coverage as determined by the Social Security
Administration pursuant to Title II or XVI of the Social Security Act, may
continue coverage for up to 29 months after the date of the Qualifying Event.  All
Insured Persons in the Qualified Beneficiary’s family may also continue coverage
for up to 29 months.

3. 36-Month COBRA Continuation

If you are a Dependent, you may continue Coverage for up to 36 months after the
date of Qualifying Event 1, 4, 5, or 6.  Each Qualified Beneficiary who is entitled
to continue Insurance for 18 or 29 months may be eligible to continue coverage
for up to 36 months after the date of their original Qualifying Event if a second
Qualifying Event occurs while they are on continuation coverage.
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Note: The total period of COBRA continuation available in 1 through 3 will not exceed
36 months.

4. COBRA Continuation For Certain Bankruptcy Proceedings

If the Qualifying Event is 7, the COBRA continuation period for a retiree or
retiree's Spouse is the lifetime of the retiree. Upon the retiree's death, the COBRA
continuation period for the surviving Dependents is 36 months from the date of
the retiree's death.

v. Premium Requirements

Insurance continued under this provision will be retroactive to the date insurance
would have ended because of a Qualifying Event.  The Qualified Beneficiary
must pay the initial required premium not later than 45 days after electing
COBRA continuation, and monthly premium on or before the Premium Due Date
thereafter.  The monthly premium is a percentage of the total premium (both the
portion paid by the employee and any portion paid by the employer) currently in
effect on each Premium Due Date.  The premium rate may change after you cease
to be Actively at Work.  The percentage is as follows:

18  month continuation  - 102%

29 month continuation - 102% during the first 18 months, 150% during the next
11 months

36 month continuation - 102%

vi.  When COBRA Continuation Ends

COBRA continuation ends on the earliest of:

1. The date the Group Policy terminates;

2. 31 days after the date the last period ends for which a required premium payment
was made;

3. The last day of the COBRA continuation period.

4. The date the Qualified Beneficiary first becomes entitled to Medicare coverage
under Title XVII of the Social Security Act;

5. The first date on which the Qualified Beneficiary is: (a) covered under another
group Eye Care policy and (b) not subject to any preexisting condition limitation
in that policy.

F. Your Rights under ERISA

As a participant in this Plan, you are entitled to certain rights and protections under the Employment
Retirement Income Security Act of 1974 (ERISA).  ERISA provides that all plan participants shall be
entitled to:
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Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan Administrator's office and at other specified locations, such
as work-sites and union halls, all documents governing the plan, including insurance contracts and
collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed
by the plan with the U.S. Department of Labor and available at the Public Disclosure Room of the
Employee Benefits Security Administration.

Obtain, upon written request to the Plan Administrator, copies of documents governing the
operation of the plan, including insurance contracts and collective bargaining agreements, and
copies of the latest annual report (Form 5500 Series) and updated summary plan description.  The
administrator may make a reasonable charge for the copies.

Receive a summary of the plan's annual financial report.  The Plan Administrator is required by
law to furnish each participant with a copy of this summary annual report.

Continue Group Health Plan Coverage

Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage
under the plan as a result of a qualifying event.  You or your dependents may have to pay for such
coverage.  Review this summary plan description and the documents governing the plan on the
rules governing your COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants ERISA imposes duties upon the people who are
responsible for the operation of the employee benefit plan.  The people who operate your plan,
called "fiduciaries" of the plan, have a duty to operate and administer this plan prudently and in
the interest of you and other plan participants and beneficiaries.  No one, including your
employer, your union, or any other person, may fire you or otherwise discriminate against you in
any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to
know why this was done, to obtain copies of documents relating to the decision without charge,
and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you
request a copy of plan documents or the latest annual report from the plan and do not receive
them within 30 days, you may file suit in a Federal court.  In such a case, the court may require
the Plan Administrator to provide the materials and pay you up to $110 a day until you receive the
materials, unless the materials were not sent because of reasons beyond the control of the
administrator.  If you have a claim for benefits which is denied or ignored, in whole or in part,
you may file suit in a state or Federal court.  If it should happen that plan fiduciaries misuse the
plan's money, or if you are discriminated against for asserting your rights, you may seek
assistance from the U.S. Department of Labor, or you may file suit in a Federal court.  The court
will decide who should pay court costs and legal fees.  If you are successful the court may order
the person you have sued to pay these costs and fees.  If you lose, the court may order you to pay
these costs and fees, for example, if it finds your claim is frivolous.

Assistance with Your Rights

If you have any questions about your plan, you should contact the Plan Administrator.  If you
have any questions about this statement or about your rights under ERISA, or if you need
assistance in obtaining documents from the Plan Administrator, you should contact the nearest
office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in
your telephone directory or the Division of Technical Assistance and Inquiries, Employee
Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W.,
Washington, D.C. 20210.  You may also obtain certain publications about your rights and
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responsibilities under ERISA by calling those publications hotline of the Employee Benefits
Security Administration
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HIPAA Notice of Privacy Practices

To: All Insureds covered under a Eye Care Insurance policy ("Health Plan") with The Standard Life Insurance
Company of New York

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT

CAREFULLY.

The Standard Life Insurance Company of New York("The Standard") is committed to protecting the health
information that we maintain about you. As required by rules effective April 14, 2003, under the Health Insurance
Portability and Accountability Act of 1996 ("HIPAA"), this notice provides you with information about your
rights and our legal duties and practices with respect to the privacy of protected health information. This notice
also discusses the uses and disclosures that The Standard will make of your protected health information.

"Protected health information" includes any identifiable information that we obtain from you or others that relates
to your past, present or future health care and treatment or the payment for your health care and treatment. Your
health care professional may have different policies or notices regarding his or her use and disclosure of your
health information created in the health care professional’s office or clinic.

The Standard reserves the right to change the terms of this notice and to make the revised notice effective for all
protected health information we maintain. You may request a paper copy of the most current privacy notice from
our office or access it on our Web site at www.standard.com/hipaa.

Permitted Uses and Disclosures of Your Health Information

We will disclose health information about you when required to do so by federal, state or local law.  For example,
we may disclose health information when required by a court order, subpoena, warrant, summons or similar
process.  The following describes the purposes for which The Standard is permitted or required by law to use or
disclose your Health Plan coverage information without your authorization:

Treatment. This means the provision, coordination or management of your health care and related services,
including any referrals for health care from one health professional to another. For example, we may use or
disclose health information about you to facilitate treatment or services by health care providers. We may disclose
health information about you to other health care professionals who are involved in taking care of you.

Payment. This means activities to facilitate payment for the treatment and services you receive from health care
professionals, including to obtain premium, to determine eligibility, coverage or benefit responsibilities under
your insurance coverage, or to coordinate your insurance coverage. For example, the information on claim forms
sent to us may include information that identifies you, as well as your diagnosis, and the procedures and supplies
used. We may share this information with outside health care consultants performing a business service for The
Standard. Likewise, we may share health information with other insurance carriers to coordinate benefit
payments.  We mail Explanation of Benefits forms and other information to the address we have on record for the
primary member.  In addition, claim information may be accessible through our website requiring an access code
and our toll-free number.
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Health Care Operations. This means the support functions related to treatment and payment, such as quality
assurance activities, case management, underwriting, premium rating, business management and other general
administrative activities. For example, we may use health information in connection with conducting quality
assessment and improvement activities, underwriting, premium rating and other activities relating to your
coverage, including auditing functions and fraud detection and reporting. We may also disclose health
information to business associates if they need to receive health information to provide a service to us and by
contract agree to abide by the same high standards of safeguarding your health information. We are prohibited
from using or disclosing your genetic health information for underwriting purposes.

Public Health Activities.  We may disclose health information to public health or legal authorities charged with
preventing or controlling disease, injury (including abuse) or disability, or to a governmental agency or regulator
with health care oversight responsibilities.

Military and Veterans. If you are a member of the armed forces, we may disclose health information about you
as required by military command authorities.

Workers’ Compensation. We may disclose health information about you for workers’ compensation or similar
programs that provide benefits for work-related injuries or illness.

Coroners and Medical Examiners. We may disclose health information to a coroner or medical examiner. This
may be necessary, for example, to identify a deceased person or determine the cause of death.

Organ and Tissue Donation. We may disclose health information to organ procurement organizations or other
entities engaged in the procurement, banking, or transplantation of cadaveric organs, eyes, or tissue for the
purpose of facilitating organ, eye or tissue donation and transplantation.

Research Purposes. We may disclose health information for research purposes.

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose health information about
you in response to a court or administrative order. We may also disclose health information about you in response
to a subpoena, discovery request or other lawful process by someone else involved in the dispute.

Law Enforcement and National Security and Intelligence Activities. We may disclose health information if
asked to do so by a law enforcement official in response to a court order, subpoena, warrant, summons or similar
process. We may disclose health information about you to authorized federal officials for intelligence,
counterintelligence and other national security activities authorized by law.

To Avert a Serious Threat to Health or Safety. We may disclose health information to avert a serious threat to
someone’s health or safety. We may disclose health information to federal, state or local agencies engaged in
disaster relief to allow such entities to carry out their responsibilities in specific disaster situations.

Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we
may disclose health information about you to the correctional institution or law enforcement official. This release
would be necessary (1) for the institution to provide you with health care, (2) to protect your health and safety or
the health and safety of others or (3) for the safety and security of the correctional institution.

Disclosure to your Plan Sponsor. Information may be disclosed to your plan sponsor for purposes of plan
administration if the plan sponsor has certified that plan documents have been amended as required by HIPAA.
De-identified summary health information may be disclosed to your plan sponsor for the purposes of obtaining
health insurance bids or modifying, amending, or terminating the health plan.

In the following situations generally we must obtain your authorization before disclosing your health information:
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· Sale of Protected Health Information. We must obtain your authorization prior to selling your health
information.  If we will obtain financial remuneration for such sale, we must disclose that to you in the
authorization.

· Psychotherapy Notes. Most uses and disclosures of your psychotherapy notes require your authorization.

· Marketing. We must obtain your authorization prior to using or disclosing your health information for
marketing purposes in most situations. If we will obtain financial remuneration for such marketing, we
must disclose that to you in the authorization.

· Other Uses and Disclosures of Your Health Information. Other uses and disclosures of health
information not covered by this notice or the laws that apply to us will be made only with your written
permission. If you provide us permission to use or disclose health information about you, you may revoke
that permission in writing at any time. If you revoke your permission, we will no longer use or disclose
health information about you for the reasons covered by your written authorization, except to the extent
that we have already taken action in reliance on your authorization.

Your Rights Regarding Your Health Information

The following describes your rights regarding the health information we maintain about you. To exercise your
rights, you must submit your request in writing to The Standard Life Insurance Company of New York, Attn:
Group Policy Committee, PO Box 82657, Lincoln, NE  68501-2657.

Right to Inspect and Copy. You have the right to inspect and copy health information that we maintain about
you. To inspec or copy your health information, you must submit your request in writing. If you request a copy of
the information, we may charge a fee for the costs of copying, mailing or other supplies associated with your
request. We may deny your request to inspect and copy in certain very limited circumstances. If you are denied
access to health information, you may request that the denial be reviewed. Please contact our Privacy Contact at
the address or telephone number listed on the last page of this document if you have questions about access to
your health information.

Right to Amend. If you feel that the health information we have about you is incorrect or incomplete, you may
ask us in writing to amend the information. You have the right to request an amendment for as long as we
maintain the information.

In addition, you must provide a reason that supports your request. Any agreed-upon correction to your health
information will be included as an addition to, and not a replacement of, already existing records.

We may deny your request for an amendment if it is not in writing or does not include a reason to support the
request. In addition, we may deny your request if you ask us to amend information that (1) is not part of the health
information kept by us, (2) was not created by us, unless the person or entity that created the information is no
longer available to make the amendment, (3) is not part of the information which you would be permitted to
inspect and copy or (4) is accurate and complete.

Right to an Accounting of Disclosures. You have the right to request an accounting of disclosures of your health
information made by us in the six years prior to the date that the accounting is requested (or shorter period as
requested). This does not include disclosures (1) to carry out treatment, payment, or health care operations; (2)
made to you or pursuant to your authorization; (3) for national security or intelligence purposes; (4) to corrections
institutions or law enforcement officials or (5) made prior to April 14, 2003.

Your first request for an accounting in any 12-month period shall be provided without charge.  A reasonable fee
shall be imposed for each subsequent request for an accounting within the same 12-month period.

Right to Request Restrictions. You have the right to request a restriction or limitation of the health information
we use or disclose about you for treatment, payment or health care operations. We are not required to agree to
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your request unless your request is to restrict disclosure to a health plan for purposes of payment or health care
operations when you or someone on your behalf (but not the health plan) has already made full payment.

To request restrictions, you must make your request in writing to our Privacy Contact indicated below. In your
request, you must tell us (1) what information you want to limit; (2) whether you want to limit our use, disclosure
or both and (3) to whom you want the limits to apply.

Right to Request Confidential Communications. You have the right to request that we communicate with you
about health matters in a certain way or at a certain location. For example, you can ask that we only contact you at
work or by mail. We will accommodate reasonable requests. We will not ask you the reason for your request.
Please make this request in writing to our Privacy Contact indicated below.

Right to Breach Notification. We are required by law to maintain the privacy of your health information and to
provide you with notice of our legal duties and privacy practices with respect to your health information.  We are
also required by law to notify affected individuals following a breach of unsecured health information.

Your Right to File a Complaint. If you believe your privacy rights have been violated, please submit your
complaint in writing to:

The Standard Life Insurance Company of New York
Attn: Group Policy Committee
PO Box 82657
Lincoln, NE 68501-2657

You may also file a complaint with the Secretary of the Department of Health and Human Services. You will not
be penalized for filing a complaint.

Privacy Contact

If you have any questions or would like further information about this notice or your rights regarding your health
information, please contact the Quality Assurance Specialist at 888.396.8641 or the above address.

This notice is revised effective September 9, 2013.
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